MISSOURI DIVISIQN OF HEALTH — STANDARD CERTIFICATE OF DEATH
.2.-;.Primary Registration District Neo. / 0o Regittrars NL__

FARTMENT OF PUBLIC HEALTH AND WELFARE

AMENDED

/.

Registration District No. __________

=62-002005

91

STATE FILE NUMBER

v G

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

DATE AMENDED

INSTEAD OF

SHOULD READ

ITEM NO.

DOCUMENT

BY AFFIDAVIT OF

1. PLACE OF DEATH
a. COUNTY

TACKS oW

2. USUAL RESIDENCE (Where deceased lived.

a STATEM I.SSOQR.‘ b. COU”TY:YACKSOIJ

I1¥ institution: Residence before

admission)

b. Cl'l"aY (If outside corporate limits, give TOWNSHIP only) Len: of_uu in 1b . CATR‘I’ . Inside Limits
TOWN }(ANS‘A S CIiTy TOWN K/?/VSF?S C IT}’ Yes PiNo [J
[ L%éP?l";TE OF {If NOT in hospital, give location) Inf&e Limits d. .EI;%EEETSS (If cutside, give location) Reside on Farm
|Nsn1ur|ouf7?t SCAR.C}'L ‘[_/Os«p,'rﬁ}_, Yes B Ne [ é325 5. ’Bﬁﬂ/TOA/ Yes (0 Neo
3. GIAME OF pE)CEASED First Middle Last 4. DS;IE Manth Day Year -
ype or print
FoberT M. Segck Sa. | oam TAN. 7 /962
5. SEX 6. COLOR OR RACE 7. Married ] Naver Married {3 |8, DATE Of BIRTH | 9. AGE (last birthday) I:Ao UNhDER |DYEAR Ll: UNDER 24 HR
. . ntl Min.
Mﬂé@ WAI ‘f"C, Widowed ] Dworcedﬁ /uq_ 9' [7&? 5—1 M ays ours in
10a. USUAL OCCUPATION {Give kind of werk dona | 10b. KIND OF BUSINESS OR INDUSTRY| 11. 7BIRTHPUACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
durln@zréf korgng life, even if retired) 4“7‘0”?077 ve mN\Sﬂ\S C ‘ M 0. M S ﬁ

13a. FATHER'S NAME

Georde T. SECK

13b. MOTHER'S MAIDEN NAME

Agves G Shrw

| 14. NAME OF HUSBAND OR WIFE

15. WAS DECEASED EVER IN U.S. ARMED FORCES?
(Yes,

nwr unknown) | (If yes, give war or dates of servig

18.7 SOCIAL SECURITY NO. [17. INFORMANT

£

—_
Addren AL €, PP

'?obr.RT M SE-CJC IR,

18. CAUSE OF DEATH (Enter only ane cause per line INTERVAL BETWEEN
PART {. DEATH WAS CAUSED BY: QONSET AND REATH
IMMEDIATE CAUSE () I&"M .
Conditions, if any, DUE TO (b}
which gave risa to
above cause (a),
stating the under. .
lying cause last. DUE TO () :
z PART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 1o the terminal -PART UI. If decessed was female was
g disease condition given in PART 1 (a) thers a pregnancy in last 90 days.
§; I O Yes I {1 Neo I [ Unknrown
E 19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART |1 of item 18.)
& PERFORMED 0 (W] a
= YES[J NO
-
& | <. TIME OF Hour  Month, Day, Yeor
s INJURY am,
(™} pP-m.
=

204, INJURY QCCURRED
WHILE AT WCRK []
NOT WHILE AT WORK [

20e. PLACE OF INJURY {e.g.,
farm, factory, strest, office bldg., etc.)

in or about home,

20f. CITY, TOWN, OR LOCATION

COUNTY STATE

21. | attended the decessed fron%‘.l@_svi
10

Death occurred at.

on the dete stated above, and to the best of my knowledge, from the causes stated.

. KGEEHBP

Mehte bach 6800

TROOST™ [~ -G

222, 8 A'lg {Degree or title) 22b. ADDRESS 27c. ORIE SIGNED
L 2. Y @ | T, Mo, 1
23s. BURIAL, CREMATION, | 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION (di, fofin, or county) ot
- EMOVAL (Specify) C’ y .
3 TRUR (A lee | I—70- 62 RLVARY MA/S#S City meo.
24. FUNERAL DIRECTOR ADDRESS 7 25. DATE RECD, BY LOCAL REG.

?ﬂum S SIGNATURE g

(Licansed Embalmer’s Statemant on Reverse Side)
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STATEMENT BY LICENSED EMBALMER _ g -

P i -~

- P

1 hereby certify that the body ‘whgse name is recopgled on the reverse side of this cernflcate was embalmed by me,
/0 W«a ' A XA
or by « Student Embalmer No. .

working under my personal supervigion.

Signature of Student Embalmer

yagq

i S
. N Licensed Embalmer No.
LT - T " . 4
- . : SR N - :
* e ."t ?\ SO Y P.O. Address_2 K - C . MJD
N ’ * .
Nofe:- The above MUST- BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
s T with the, above constitutes grounds for revocation of license). . < - .

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed fact should be so stated above




